Introduction
Despite the decline in recent years in the incidence of rheumatic fever, interest in the disease is unabated because of its unique relationship to streptococcal infections. Epidemiological evidence suggests that rheumatic fever occurs only after streptococcal pharyngitis, but not in association with streptococcal skin infections such as impetigo.
The purpose of this paper is to describe a patient who developed acute rheumatic fever following infection of abrasions, and to draw attention to the possible danger of acute rheumatic fever in meat handlers who are liable to develop streptococcal infection of cuts on the hand.
Case report
A 17-year-old butcher was admitted to Bedford General Hospital with a history of fever and generalized joint pains. Between 2 and 3 weeks earlier he had sustained small cuts on both hands at work. These cuts had become infected and had failed to heal. Five days before admission he developed a fever and left shoulder pain. The following day he had pain and stiffness in both knees, ankles and feet, and 2 days later sharp stabbing retrosternal pain aggravated by movement, deep inspiration and coughing. There was no family or past history of rheumatic fever.
On admission, he was flushed and pyrexial with rapid shallow breathing. There was a single infected abrasion on the extensor surface of each hand. Pulse regular-10/min. Blood pressure-140j90. Apex beat was displaced outside the left mid-clavicular line. Heart sounds normal. Loud pericardial friction rub audible over the praecordium. The jugular venous pressure was raised to 4 cm with patient erect. cultured no pathogens and, in particular no haemolytic streptococci. Swabs from both hand abrasions grew 3-haemolytic streptococci Lancefield Group A type T 3/B3264/13 and M-negative. Chest X-ray showed cardiac enlargement (Fig. 1) . Electrocardiogram showed sinus rhythm, PR interval 0-12 sec and widespread elevation of the RS-T segment typical of pericarditis (Fig. 2) .
He was nursed in an armchair for comfort and given soluble aspirin 3 g daily in divided doses, and benzyl penicillin 1 Mu twice daily. The joint pains and stiffness improved within a few days of treatment and completely subsided by the end of the second week in hospital. Pyrexia rapidly settled (Fig.  3) . Six days after admission be became more breathless and developed pulsus paradoxus and gross elevation of the jugular venous pressure. The apex beat was palpable in the left anterior axillary line. Chest X-ray showed a marked increase in cardiac size (Fig. 4) . He was treated with bendrofluazide and, after a marked diuresis, breathlessness and clinical signs of pericardial tamponade resolved. Chest Xray showed a reduction in cardiac size (Fig. 5) . Pericardial rub settled during the third week and ECG at this time showed a reduction in ST elevation and inversion of T waves (Fig. 6 ). His subsequent progress was uneventful although a soft systolic murmur was audible at the apex for several days in the fourth week. ASO for benzyl penicillin from the sixth day and reduced to 250 mg b.d. at the time of his discharge from hospital. Soluble aspirin was gradually reduced from the fourth week and was discontinued soon after discharge.
However, when seen as an out-patient 4 weeks after discharge, he complained of exertional breathlessness and bilateral shoulder pain for 1 week. Chest X-ray showed an increase in the transverse diameter of the heart and pulmonary congestion (Fig. 7) , while ESR had risen to 85 mm/hr. Diuretics and rest were prescribed. Two weeks later he was free from breathlessness and pain and ESR had fallen to 2 mm/hr. Chest X-ray showed reduction in the transverse diameter of the heart and clear lung fields (Fig. 8) , and ECG was normal (Fig. 9) . Thereafter, he remained well.
Discussion
The association of rheumatic fever with streptococcal pharyngitis and tonsillitis is well recognized. Surprisingly, there appears to be no reported association between rheumatic fever and streptococcal skin infection. This patient, however, developed acute rheumatic fever following streptococcal infection of abrasions on the hands. The diagnosis of acute rheumatic fever was definite as he had two major and three minor manifestations according to the criteria of Jones (1944) . 3-haemolytic streptococci were isolated from both skin abrasions but not from the throat swab.
A recent report (Communicable Disease Report, November, 1974) recounts several outbreaks of streptococcal and staphylococcal wound infections in meat handlers at Peterborough, Nottingham and Shrewsbury. It has been suggested that the outbreaks occur because small cuts and scratches on the hands and wrists are common in abattoir workers and because animal carcasses harbour 3-haemolytic streptococci.
It is considered on the evidence presented that meat handlers are at risk of developing acute rheumatic fever following infection of the small cuts on the hand with P-haemolytic streptococci. The possibility of acute rheumatic fever should, therefore, be considered when treating simple infected cuts in meat handlers. The patient, who is keen to continue working as a butcher, will be maintained on penicillin-V 250 mg b.d. indefinitely because of the risk of recurrent skin infection with 3-haemolytic streptococci and, therefore, a greater liability to rheumatic carditis. Kuttner and Mayer (1963) found that up to 60%.
of patients with rheumatic carditis re-developed it in subsequent attacks with more severe valve damage. Anti-streptococcal antibiotics given prophylactically greatly reduce the frequency of recurrent attacks of rheumatic fever (Perry, 1969) .
Introduction
Hypertrophic osteoarthropathy was described over 80 years ago (Bamberger, 1889; Marie, 1890 
Case report
A 63-year-old female, a chronic cigarette smoker, presented with a 10-month history of painful swelling of both legs and arms, with accompanying morning stiffness. She had initially been treated as a case of probable rheumatoid arthritis, with non-steroidal anti-inflammatory agents and, more recently, with weekly injections of 1 mg tetracosactide (synacthen; Ciba). Following injection she symptomatically and objectively improved for 2 days, with almost com plete disappearance of joint swelling, followed by relapse to the previous state.
Examination revealed small effusions in both knee joints, and swelling in the metatarsophalangeal and proximal interphalangeal joints of both hands. In addition there was marked tenderness and local warmth along the shin and forearm, particularly near the joints, together with gross clubbing of the fingers and toes. Other examination, including that of the respiratory system, revealed no abnormality. X-rays of her chest revealed a localized opacity near the hilum of the right lung. Peripheral films demon strated extensive characteristic periostitis of hypertrophic osteoarthropathy, most marked near the diaphysis, but involving the entire length of the long bones of the upper and lower limbs.
A right lower lobectomy was performed revealing a well defined neoplasm with an anaplastic small cell
